Background: Type 2 diabetes mellitus (T2DM) is increasingly becoming a major public health problem worldwide. Estimating the future burden of diabetes is instrumental to guide the public health response to the epidemic. This study aims to project the prevalence of T2DM among adults in Syria over the period 2003-2022 by applying a modelling approach to the country's own data. Methods: Future prevalence of T2DM in Syria was estimated among adults aged 25 years and older for the period 2003-2022 using the IMPACT Diabetes Model (a discrete-state Markov model).
Background
Type 2 diabetes mellitus (T2DM) is a worldwide public health problem affecting populations at all levels of socioeconomic development. Diabetes is characterized by chronic hyperglycemia, and is frequently accompanied by dyslipidemia, hypertension, and endothelial dysfunction. Diabetes therefore, is a major risk factor for cardiovascular vascular disease [1] .
The prevalence of T2DM is increasing worldwide and has reached alarming levels in many countries around the world. It is estimated that 366 million people were affected by diabetes in 2011 globally, and the number is projected to increase to 552 million in 2030 [2] . Lowand middle-income countries face the greatest threat of diabetes, where between 2010 and 2030 a 70% increase in the number of adults with diabetes is projected to take place compared to 20% for developed countries [3] . This increase has been linked to population growth and aging, as well as increasing urbanization, obesity and physical inactivity [4, 5] .
Still, many governments and public health planners in developing countries remain largely unaware of the current magnitude and future burden of diabetes in their societies [2] . Projecting future trends in diabetes in developing counties, therefore, can help in guiding a proportionate public health response to the diabetes epidemic.
Syria is going through many of the changes that can influence diabetes trends in a negative way. Still, no study to date has attempted to use available national data to forecast future trends in diabetes in Syria. The paucity of data sources in Syria prompted the use and adaptation of the IMPACT Diabetes model that requires fewer data inputs to project T2DM prevalence among adults in Syria over the period 2003 to 2022, and to quantify the potential impact of public health interventions aimed to reduce two of its major risk factors; obesity and smoking.
Methods

The model
Future diabetes prevalence in Syria was estimated using the IMPACT Diabetes Model that was developed for this purpose through the MedCHAMPS project [6, 7] . Based on a Markov modelling approach [8] , this model assumes that the population can be divided into several pools at an initial point of time defined as "starting states": healthy people (e.g. non-obese, non-smokers, and have no diabetes), people who are obese, and people who are smokers. A proportion of the population moves from each starting state to the diabetes state after each cycle lasting 1 year and finally to two "absorbing states" that take into account competing risk for mortality (diabetes-related deaths and non-diabetes-related deaths) ( Figure 1 ). Potential overlaps between healthy, obese and smoking groups have been taken into account by estimating conditional probabilities of group membership. Furthermore, the model assumes that there is no "remission" of people in the diabetes state towards the previous states.
Demographic and risk factors trends in the population are used to inform the relative size of the "starting states" and its change over time. Transition probabilities are used to estimate the proportion of persons moving from the starting states to the diabetes or death states. (Additional file 1: Table S4 ).
Data sets and estimation of key model parameters
The population structure at the baseline year (2003) was obtained from the Syrian Bureau of Statistics [9] . For subsequent years, population trends were obtained from the United Nations Department of Economic and Social Affairs [10] , which predicts an almost doubling of the Syrian population between 2003 and 2022. The increase during this period is expected to be smallest for the youngest age group (25-34 years) , and highest for the age group of 55-64 years. The age group of 75 years and over is projected to have more women than men, although the overall number of men is projected to be slightly higher than women.
The prevalence of diabetes, obesity and smoking at the baseline year were obtained from the STEPwise survey (2003) in Syria [11] . In this nationwide survey involving 9184 participants, diabetes was defined as self-reported diabetes multiplied by 1.5 to account for undiagnosed cases [2] . Obesity was defined as having a body mass index (BMI) higher or equal to 30. Smoking was defined as current daily cigarette smoking. Obesity trends were roughly estimated by extrapolation from local unpublished data, whereby obesity prevalence was estimated to have increased by 1% per year for all age groups except for the 25-35 years age group, where the increase was estimated to be at 0.2% per year. The obesity increase was assumed to peak at 80% prevalence [12, 13] . Smoking trends were determined based on experts' interviews conducted by the MedCHAMPS project, in which a nochange scenario was used. The baseline prevalences of DM, obesity and smoking in 2003 were: 9.2% in men and 14.7% in women for diabetes, 29% in men and 40.1% in women for obesity, and 59.1% in men and 18.8% in women for smoking. Total mortality was obtained from the United Nations Department of economic and social affairs [10] .
The population incidence of diabetes and diabetesrelated excess mortality were estimated using DisMod II software [14, 15] , and were used to estimate key transition probabilities. DisMod II can provide estimates of case fatality and incidence for a disease if prevalence, remission rate, and total and disease specific mortality rates are known. For this study, we used diabetes prevalence in 2003, diabetes remission rate (which can be reasonably assumed to be 0), and relative risk (RR) of mortality from diabetes in 2003 for the Syrian population. The latter parameter was estimated as proposed by Barendregt et al. [16] , based on diabetes prevalence in 2003 and usual RR for mortality (mortality in diseased/mortality in nondiseased) obtained from the Verona study [17] . The RR of diabetes in obese and smoking individuals were obtained from two recent systematic reviews and meta-analysis [18, 19] . The data used for this study is openly available. More details on the data and on the calculation of the incidence parameter are available in the technical appendix (Additional file 1).
Comparison with the projections of international diabetes federation (IDF)
The IDF estimated future diabetes prevalence among people 20-79 years of age, while age range in the model output for this study was 25 years and over. Therefore, to allow better comparison with IDF estimates, prevalence of diabetes was recalculated from the model outputs after excluding all people >79 years of age, and adding number of people 20-24 years of age for each year assuming an extremely low prevalence of T2DM in this age band.
Estimating the potential gains of public health interventions to prevent T2DM
To assess the potential effect of a likely successful policy for diabetes prevention, the model was re-run after a scenario of a hypothetical 10-year intervention program (started in 2003) was included. The hypothetical prevention program was assumed to target a group of nondiabetic persons (10% of healthy, 40% of obese, and 20% of smokers) for an expected reduction of 25% of obesity and 50% of smoking in 10 years.
Results
Diabetes incidence, case fatality and mortality
According to the DisMod II outputs, the estimated annual diabetes incidence was higher in women than in men (1570 per 100,000 vs. 1190 per 100,000). The same was found for diabetes-related mortality rate (70 per 100,000 in women vs. 50 per 100,000 in men). The rates showed an increasing trend with age for both diabetes Figure 3 ). Among people 20-79 years of age, and between 2011 and 2022, the model predicts a relative increase of 69.4% in diabetes prevalence (from 10.9% to 18.4%), and of 115% in number of people with diabetes (from 1,357,454 to 2,918,314) ( Table 2 ). If the scenario of 10-years prevention program described above is initiated, the model predicts a small but useful reduction in diabetes prevalence and diabetics after 5 years, from 11.3% (977,938) to 11.1% (975,881). More notable changes in diabetes prevalence and diabetics as a result of the intervention are predicted to occur later, with a reduction from 13.8% (1,488,379) to 12.6% (1,362,617) after 10 years, and from 21.3% (2,944,813) to 16.4% (2,267,905) after 20 years (Figure 4 ).
Discussion
This is the first modelling study forecasting diabetes prevalence in Syria using primarily local data. Starting in 2003, our model predicted that the number of individuals with diabetes would increase four folds, and diabetes prevalence would double in about 20 years.
The IDF projections predicted a relative increase of 14.6% (from 8.2% to 9.4%) in diabetes prevalence, and 91.9% (from 889,500 to 1,706,700) in the number of diabetics among Syrian adults 20-79 years of age between 2011 and 2030 [2] . These estimates are substantially lower than ours. Only between 2011 and 2022, our model predicted a higher increase of 69.4% in diabetes prevalence and of 115% in number of diabetics ( Table 2 ). These differences may be due to the absence of local data inputs in the IDF projections. The IDF prevalence estimates were therefore generated using an average of available data from countries matched by IDF region, World Bank's income classification group, geography, and ethnicity [20] . Another reason for this discrepancy could be due to diabetes-related mortality estimates. Deaths attributed to diabetes in Syria were estimated by the IDF at 6,066 in 2011, while a lower estimate (4,841) of diabetes mortality for the same year was found in our study using the DisMod II model.
Our results suggest that the increase in diabetes prevalence and number of diabetics in Syria will be substantially higher than in many other developing countries in the Middle Eastern and North African regions [3] . Our Total 20-24* 0 (0) 0 (0) 0 (0) 0 (0)
projections are also higher than those reported for developed countries. For example, the IDF projected an increase in prevalence of diabetes from 10.9 in 2011 to 11.8% in 2030 in the United States, from 7.3% to 8.8% in the Netherlands, and from 6.8% to 7.5% in the United Kingdom [2] . Interestingly, our results predict that the increase in diabetes prevalence and number of individuals with diabetes will be higher in younger age groups (< 55 years), especially for women ( Figure 3 ). This is consistent with the literature predicting an increase in diabetes risks in younger adults in non-western societies [21] . Therefore, a special emphasis in any efforts to reduce diabetes burden in the Syrian and similar societies should be directed towards these age groups.
Another interesting population trend in diabetes is related to the urban-rural distribution. For example, in developed countries the prevalence of diabetes is reported to be similar in rural and urban areas [22] . For most developing countries however, the prevalence of diabetes in rural areas is assumed to be one-half that of urban areas [23] . The model used in this study did not make assumptions and projections regarding diabetes prevalence in rural vs. urban regions. However, a recent study from Syria estimated the prevalence of diabetes among urban population ≥ 25 years of age (2006) to be at 15.6% [24] . In this report, the model-estimated prevalence of diabetes in the total population in 2006 is 11%. Assuming roughly equal distribution of the Syrian population between rural and urban areas [9], the prevalence of diabetes among rural populations in Syria is likely to be substantially lower than that of urban areas (approximately 6.5%). This suggests that the pattern of diabetes distribution in Syria is similar to that in other developing countries, and a prominent role for urban lifestyles in diabetes morbidity.
Our intervention modelling shows that an important impact on diabetes prevalence could be achieved if an intervention program was implemented in 2003 to reduce the levels of obesity (by 25%) and smoking (by 50%) within 10 years. Although such reductions in obesity and smoking are hard to achieve in practice, the resulting reduction of 23% in diabetes prevalence by 2022 (a reduction of more than half a million diabetes cases) provides policy makers with some reliable benchmarks to gauge the size and impact of any planned intervention to reduce diabetes in the Syrian society.
Clearly, both IDF and the current study have methodological limitations. Our diabetes prevalence forecasting was based on trends in obesity and smoking, but did not include any other risk factors such as physical activity. No data on obesity and smoking trends is available in Syria. Therefore, the obesity trends used in this study were assumed based on cross sectional data combined with a rough extrapolation of local unpublished data consistent with the global increasing trend in obesity levels [25] . On the other hand, smoking trends were assumed to be steady in each age group for both genders. Moreover, the data from the STEPwise survey in Syria (2003) were not stratified by urban and rural status, precluding us to model this important factor. Finally, no diabetes projections could be obtained for the 20-24 year age group because no data on diabetes for this age group exist for Syria. This has prevented us from conducting a more robust comparison with IDF projections, which included people 20-79 years of age. However, the inclusion of this age group in our model output with the assumption of very low prevalence of diabetes along with the exclusion of people > 79 years of age allowed for some valid comparisons to be made between our and IDF's projections.
Conclusions
This study provides the first future projections of diabetes in Syria based on national data and epidemiological modelling techniques. Our data show that the burden of diabetes in Syria will markedly increase in the future potentially putting Syria amongst the top ten countries in diabetes prevalence worldwide. It also shows that our projected increases in diabetes burden surpass those of the IDF, highlighting the importance of local data in informing future projections. Available interventions can thwart this bleak forecast, but they will require extensive and sustained efforts targeting obesity and smoking in the Syrian society.
